To evaluate the long-term effectiveness of modified brief assertiveness training (with cognitive techniques) for nurses.
commitment to work (Azuma & Suzuki, 2007; Itomine, Suzuki, Kanoya, & Sato, 2006; Suzuki, Kanoya, Katsuki, & Sato, 2006; Suzuki, Kanoya, Kitaoka-Higashiguchi, & Sato, 2005; Suzuki et al., 2009 ). Assertive communication also enables nurses to build effective team relationships because collaboration with other health care professionals requires both a high level of assertiveness and cooperation (Boone, King, Gresham, Wahl, & Suh, 2008) . Further, poor or ineffective communication is a main cause of medical errors (Benjamin, 2003) . A nurse's ability to be assertive is key not only to preventing medical errors but also to reducing patients' risk and improving nursing care because nurses are well positioned to observe early signs of unsafe conditions in the provision of care (Manning, 2006; McVanel & Morris, 2010) .
Given the acute condition of patients in the hospital as well as the speed with which their conditions might change, poor assertiveness skills may pose a substantial threat to patient safety. Indeed, Warland and colleagues presented a case involving the tragic death of a neonate in Australia, and a subsequent analysis attributed the cause to a number of failings that included a lack of assertiveness by the health care professionals involved (Warland, McKellar, & Diaz, 2014) .
Assertiveness training has been developed to help individuals change how they view themselves, improve their assertiveness and properly express their thoughts, feelings and opinions (Alberti & Emmons, 2008) ; however, most training takes a long time to conduct.
Previous studies have highlighted the various positive effects of assertiveness training on nurses, such as improving assertiveness, reducing stress at work, improving depressive mood and self-esteem, and preventing burnout (Katsuhara & Mashino, 2001; Shimizu, Kubota, Mishima, & Nagata, 2004; Shimizu, Mizoue, Kubota, Mishima, & Nagata, 2003) . There are also some papers highlighting the benefits of introducing assertiveness training as part of the curriculum for both undergraduate and graduate nurses (Begley & Glacken, 2004; Ilhan, Sukut, Akhan, & Batmaz, 2016; Warland et al., 2014) . However, most studies have been on training that requires a total time of over 10 hr (e.g., 1.5 hr × 10 sessions), and such a long training is difficult to implement as universal on-the-job training in the workplace (Tateishi, 2012) . Therefore, developing briefer training is urgently required.
From the literature search, only a few studies have developed and evaluated the effectiveness of a brief version of assertiveness training (total time <5 hr); however, these studies found that the training had no meaningful effect on participants' assertiveness.
For example, four studies have included brief training for healthy participants (e.g., nurses or university students) and used measures for assessing assertiveness (e.g., the Rathus Assertiveness Schedule) (Honjo & Komada, 2015; Suzuki et al., 2009; Yamamoto, Ishida, Shimizu, & Hanada, 2015; Zielinski & Williams, 1979) . When the pre-post effect sizes of Cohen's d was calculated using the same formula with raw data from each study, the effect sizes ranged from −0.56 to 0.17 (indicating no effect). Therefore, these brief training programmes require further improvement. Previous surveys have found that excessive fear of retribution or a negative response is a major barrier that prevents nurses from being assertive (Timmins & McCabe, 2005) . Thus, intervention in nurses' perceptions and cognition relating to excessive fear of negative responses or evaluations is needed to promote the initiation of assertive behaviour. However, existing training programmes typically focus only on behavioural techniques to improve assertiveness skills.
The authors developed a modified brief version of assertiveness training, totalling 180 min, that applied cognitive techniques, and preliminary positive results in improving nurses' assertiveness were confirmed (Nakamura et al., 2017) ; however, this preliminary study had several limitations. First, the training was delivered by only one experienced nurse; thus, the high quality of the training leader might have contributed to larger effects. Second, this study targeted only psychiatric nurses; future studies should include nurses from other departments. Third, the lack of follow-up data limited the generalizability of the study's conclusions to longer-term outcomes. Due to these limitations, the authors decided to conduct another study.
The purpose of the new study was to further evaluate modified brief assertiveness training for nurses, to address the limitations in our preliminary study. The main points to address included: (1) recruiting nurses not only from psychiatric hospitals but also from general hospitals; (2) having both an experienced leader and a novice leader potentially provide training; (3) including long-term follow-up observation for 6 months. We hypothesized that our modified brief assertiveness training would improve participants' assertiveness on a long-term basis, and achieve a larger within-group effect size than those of previous studies that used brief training.
| METHODS

| Design and setting
This study was conducted as a single-group study, from June to 
| Participants
Registered and assistant nurses working at Wakakusa Hospital in Miyazaki City, Taniguchi Hospital in Nichinan City, and the University of Miyazaki Hospital in Miyazaki City were enrolled in the study. In Japan, there is a category of "licensed assistant nurse"; while there is a clear difference in the education (registered nurses have more education), nursing practice and salary scale does not differ greatly.
Participants were recruited through posters and leaflets placed at each hospital. The training was set as on-the-job training at each hospital; participation was voluntary. All participants gave their written informed consent after receiving a full description of the study.
| Modified brief assertiveness training
An overview of the training programme is shown in Table 1 ; the full original programme text written in Japanese is presented as an online supplemental file (see Nakamura et al., 2017 , for more details about the programme development). The training was developed based on existing assertiveness training literature (Alberti & Emmons, 2008; Hiraki, 2009 ) and shortened by four of the authors (NY, YN, HT and YS). The main training content included basic knowledge about assertiveness (e.g., what assertiveness is, the right to assert oneself and communication patterns), how to make requests, how to decline requests, and how to give and receive praise. In addition, Thought
Challenging Record (one of the cognitive restructuring techniques in cognitive behavioural therapy [CBT] ) was applied to modify nurses' excessive fear of negative evaluation so as to promote assertive action before entering social situations (Beck, Rush, Shaw, & Emery, 1979; Yoshinaga et al., 2016) . The participants were encouraged to practice assertive behaviours between sessions as homework. Before the 3-and 6-month follow-up assessments, the participants were asked to submit their completed homework sheets and also received feedback from the researcher.
The training programme was conducted through lectures and roleplaying in small groups of three. The training was given by one leader (NY or HT) and two facilitators. NY is a Japanese psychiatric nurse with experience in providing assertiveness training on more than two occasions, as well as over 5 years' experience using CBT for mental disorders. HY is also a Japanese psychiatric nurse but had no experience with assertiveness training or CBT. The possible facilitators were two of the three authors (HN, and NY or HT), all of whom had received basic training in assertiveness skills, role-play techniques and facilitation skills.
| Outcomes
The primary outcome was the self-reported degree of assertiveness, as assessed by the Rathus Assertiveness Schedule (RAS) (Rathus, 1973) , which is the most frequently used scale for assessing assertiveness (Tateishi, 2012) . The RAS consists of 30 items with a 6-point Likert-type scale. Scores range from −90 to 90 points, with higher scores indicating a higher degree of assertiveness. The secondary outcomes were the Brief Version of the Fear of Negative Evaluation Scale (BFNE) (Leary, 1983 ) and the Brief Job Stress Questionnaire (BJSQ) (Shimomitsu, Yokoyama, Ono, Maruta, & Tanigawa, 2000) . The BFNE comprises 12 items rated on a 5-point Likert scale. Total scores range from 12 to 60, with higher scores reflecting greater concern about others' negative responses/evaluations. The BJSQ is a 57-item multidimensional job stress questionnaire using a 4-point Likert scale to measure job stressors (17-item, range 17-68), psychological distress (18-item, range 18-72), physical distress (11-item, range 11-44), worksite support (9-item, range 9-36) and satisfaction (2-item, range 2-8). Higher scores for job stressors and psychological and physical distress indicate greater stressors or distress, and higher scores for worksite support and satisfaction indicate better outcomes. Japanese versions for all outcome measures have been reported to be reliable and valid (Sasagawa et al., 2004; Shimomitsu et al., 2000; Suzuki, Kanoya, Katsuki, & Sato, 2007) . The Cronbach alpha coefficient in this study was .82 for RAS, .89 for BFNE, .55-.92 for BJSQ subscales (job stressors, psychological distress, physical distress, worksite support and satisfaction).
| Analysis
The pre-training, post-training, 3-month follow-up and 6-month follow-up scores for the outcome measures (RAS, BFNE and BJSQ) were analysed with single-factor (time) repeated measures analysis of variance (ANOVA) using Greenhouse-Geisser correction. Where the repeated ANOVA indicated significant changes, pairwise Bonferroni corrected t tests were used for post-hoc tests. To further interpret the T A B L E 1 Overview of brief assertiveness training data, in addition to null-hypothesis significance testing, the magnitude of the within-group effect was determined as the effect size based on 
The analysis was conducted based on the intention-to-treat (ITT)
principle, and the last obtained data for dropouts were carried forward until the endpoint assessment (LOCF). All statistical tests were twotailed, and an alpha value of less than .05 was considered statistically significant. The statistical analysis was performed with EZR (Saitama Medical Center, Jichi Medical University, Saitama, Japan), which is a graphical user interface for R (The R Foundation for Statistical
Computing, version 2.13.0, Vienna, Austria).
| RESULTS
A total of 33 participants enrolled in this study and completed the training. Nearly the same number of nurses participated in the study from each study institution. Of these, two had dropped out at the 3-month follow-up assessment point because they did not return questionnaires; the missing data for these dropouts were included in the ITT analysis. The participants were mostly women (n = 24, 72.7%), and the mean age was 38.3 years (SD = 12.1). The average work experience at the current workplace was 3.8 years (SD = 4.0), and the average total work experience as a nurse was 13.4 years (SD = 11.9).
Other demographic variables are presented in Table 2 . Table 3 shows the means and standard deviation of all measures at each assessment point. With regard to the primary outcome, singlefactor repeated measures ANOVA showed significant main effects of time on the RAS (p = .003). Pairwise comparisons of outcome measures indicated that the modified brief assertiveness training led to significant improvement after training completion (pre-post, p = .03), and this improvement was maintained until the 6-month follow-up (pre-3 months and pre-6 months, p < .05). Effect sizes in terms of RAS were gradually increased throughout the study period; 0.22 (prepost), 0.28 (pre-3 months), and 0.32 (pre-6 months), all indicating a small effect. As for secondary outcomes, there were no statistically significant main effects of time on the BFNE (p = .224) or on any of the BJSQ subscales (job stressors, psychological distress, physical distress, worksite support, and satisfaction) (p = .111-.478).
As shown in Table 4 , the pre-post training effect size of the current study (0.22, indicating small effect) was larger than the effect T A B L E 2 Baseline characteristics of participants (n = 33) sizes (ranging from −0.56 to 0.17, indicating no effect) reported in previous studies that used brief training (total time <5 hr) (Honjo & Komada, 2015; Suzuki et al., 2009; Yamamoto et al., 2015; Zielinski & Williams, 1979) .
| DISCUSSION
This study demonstrated that this modified brief assertiveness training (total 180 min) could lead to consistent improvement in assertiveness among nurses on a long-term basis. This matches and further replicates our preliminary results (Nakamura et al., 2017) . In particular, the pre-post effect size of the modified brief training achieved a "small effect," whereas previous brief trainings had "no effect" on improving nurses' assertiveness (Honjo & Komada, 2015; Suzuki et al., 2009; Yamamoto et al., 2015; Zielinski & Williams, 1979) . Furthermore, the mean total RAS score improved from −14.2 to −8.9, which corresponds to meaningful improvement from outside the optimal range (<−10) to inside the optimal range (≥−10). According to a previous prospective cohort study , to avoid burnout, the ideal target value for RAS scores is thought to be in the range of −10 to 10 (optimal range).
Although it is difficult to explain why this training programme achieved such a favourable outcome in improving nurse's assertiveness, the following reasons may account for this. First, most nurses participated voluntarily in this study, so they may have had high preferences and motivation for the training. This factor might also be related to the low dropout rate in this study. Second, relatively lower assertiveness at baseline on primary outcome (RAS) might contribute to a larger training effect (Honjo & Komada, 2015; Suzuki et al., 2009; Yamamoto et al., 2015; Zielinski & Williams, 1979) . Third, cognitive techniques were applied in the training to help modify nurses' excessive fear of others' negative responses. However, the training had no impact on BFNE, and it is impossible to determine the specific effect of applying cognitive techniques because of the study design (no controlled condition). These factors might have contributed to a larger intervention effect in the study.
There was no significant impact on job-related stress on the BJSQ throughout the 6-month observation; there were some conflicting results for this in previous studies. For example, one study supports our finding that the 3-weeks assertiveness training for hospital nurses improved assertion knowledge and voluntary behaviour, but had no impact on job-related stress, as measured by the BJSQ until the end of the 1-month follow-up assessment (Yamagishi et al., 2007) . On the other hand, the relationship between assertiveness and occupational stress has also been reported (Maheshwari & Gill, 2015) . One old study demonstrated that intensive assertiveness training (total 12 hr) led to a significant improvement in both assertiveness and occupational stress among nurses (Lee & Crockett, 1994) . More detailed investigation is needed to evaluate the various effects of brief assertiveness training for nurses, such as performing subgroup analysis (divided into high-and low-groups) or only targeting high risk nurses, and conducting longer follow-up observation (e.g., 1-year follow-up).
Recently, some alternative methods for staff training have been developed. For example, Yamagishi and colleagues reported the short-term effects of a web-based assertiveness training programme on nurses' assertiveness (Yamagishi et al., 2007) . Web-based training generally has several advantages over traditional onsite training:
higher accessibility and the participants can learn at their own pace.
In addition, the aforementioned web-based training also required only 70 min to complete all the learning content. However, the disadvantage of online training is the absence of role-playing practice.
Role-playing can provide sensory-based information (e.g., visual and hearing), as well as synchronous feedback and observation. Further, nursing staff must have their own personal computer to use online training, and employers (hospitals) must pay software royalties (e.g., 120,000 JPY [equal to 1,091 USD, exchange rate: 1 USD = 110 JPY]
for 100 users per month). Further studies would be of great interest, to make head-to-head comparisons of the long-term cost-effectiveness of brief onsite training and brief online training.
| LIMITATIONS
Although this study was designed to address the limitations of our preliminary study, caution is necessary when interpreting the results because the present study still contains the following limitations.
First, this study had a small sample, resulting in limited generalizability of its conclusions. Second, determining the optimal sample size assures an adequate power to detect statistical significance; but a sample size calculation was not performed before the study. Third, this was a single-group design without a control condition; therefore, the T A B L E 4 Comparison of pre-post effect sizes among various studies that used brief training (<5 hr) and assertiveness outcomes current study could not determine an intervention-specific effect. By incorporating a control group with a larger sample, future studies will be able to evaluate whether or not these findings reflect true training effects. Fourth, although the degree of assertiveness was assessed using the RAS because it is based on the most frequently used scale in the world, the RAS appears to conflate aggression with assertiveness. Some old studies revealed that some of the RAS items are positively associated with aggressiveness (Rathus, 1973; Rathus & Nevid, 1977) , such as "Anyone attempting to push ahead of me in a line is in for a good battle." Thus, future studies should also use several assertiveness measures to more clearly distinguish between assertiveness and aggression (e.g., Adaptive and Aggressive Assertiveness Scales; Thompson & Berenbaum, 2011) .
| IMPLICATIONS FOR NURSING MANAGEMENT
The current study demonstrated that the modified brief assertiveness training could lead to a consistent improvement in assertiveness among nurses on a long-term basis. This brief and effective assertiveness training will have increased appeal to nurses, and its ease of implementation will facilitate dissemination in the workplace. This is important in nursing management because nurses are still not speaking up, and the effects of poor communication are harmful to nursing staff, patients and organisations (Garon, 2012; Timmins & McCabe, 2005) . Therefore creating an open environment for communication leads to improved job satisfaction for nurses, improved nursing care and increased patient safety.
| CONCLUSIONS
This study replicated the results of the authors' preliminary study and reinforced that modified brief assertiveness training could lead to consistent improvement in assertiveness among nurses on a long term basis. Importantly, the brief training in this study achieved a "small effect," whereas previous brief trainings had "no effect" on improving nurses' assertiveness. Therefore, this brief and effective assertiveness training will facilitate the creation of an open environment for communication among nurses; thereby improving nurse job satisfaction, nursing care and patient safety.
Contrary to our hypothesis, the training had no impact on secondary outcome measures (fear of negative evaluation and job-related stress). More detailed investigations through larger controlled study are required to evaluate the various effects of brief assertiveness training for nurses, such as performing subgroup analysis, targeting high risk nurses and conducting longer follow-up observation.
